Candidate Assessment Form                            


	Name: 
	 
	Applicant ID#:
	 

	Hospital:
	 
	Country of Origin
	 

	Visa Type:
	 

	Arrival Flight Details 
	     
	EDA Estimated Date of Arrival
	     


Education

	Degree 
	 
	Graduation Year:
	 

	Degree 
	 
	Graduation Year:
	 

	Degree 
	 
	Graduation Year:
	 


Resume Clinical background areas Applicant has worked in.
	Date
	 
	Clinical Area
	 

	Date
	 
	Clinical Area
	 

	Date
	 
	Clinical Area
	 


Licensure (NCLEX)

	Date Filed:
	 
	Passed NCLEX:
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 Copy Included
	 FORMCHECKBOX 
 No


	Online NCLEX Exam Score:
	 

	State Applied:
	 
	Endorsing State:
	From      
	To      
	ATT Received:
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	Social Security Number
	Required Attachments
	Other Attachments
	Housing

	 FORMCHECKBOX 
 Yes (Copy Included)
	 FORMCHECKBOX 
 Employment Agreement
	 FORMCHECKBOX 
 Police Clearance
	 FORMCHECKBOX 
 AAS Housing

	 FORMCHECKBOX 
 No: (Explanation)

Upon arrival in the US
	 FORMCHECKBOX 
 Housing Agreement (if applicable)
	 FORMCHECKBOX 
 Medical History (immunizations, Hepatitis profile, Rubella titers, Varicella titers, chest X-Ray interpretation)
	 FORMCHECKBOX 
 Hospital Housing

	
	
	 FORMCHECKBOX 
 Passport
	 FORMCHECKBOX 
 Own Housing

	
	
	 FORMCHECKBOX 
 I-94
	


Family Member(s) Immigrating 
	Name
	Relationship
	Immigration Schedule

	
	
	Same as Applicant
	Later date than Applicant

	 
	 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 
	 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 
	 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 
	 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Notes
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